Over the last two decades the movement of mental health care from the hospital base to community settings has involved great changes in the organisation and use of services. This has led to a need for evaluation of new services in order to guide future planning. We report here preliminary results from a study evaluatinga new multidisciplinary team which has close links with primary care.
The development of the new service
Rowland eta ! (1989) , in a response to the Gnffiths report, Community Care: an Agenda for Action, emphasised the central position of a multidisciplinary team in assessing patients' needs and delivering care. Community-based multidisciplinary teams have become increasingly widespread in Britain as models for the delivery of the new services based in community mental health centres, and there are plans for further expansion (Kingdon, 1989) .Studies of such services report an improvement in the accessibility of services and in satisfaction of clients and general practitioners (Onyett et a!, 1990) . However, there have also been reports of difficulties in establishing priorities in the work of the teams, resulting in the relative neglect of patients with severe and chronic mental illness (Patmore & Weaver, 1990a; Sayce et a!, 1991 ).
An alternative to the development of community mental health centres is the extension of specialist mental health services into primary care. Different models of collaboration between psychiatrists or other mental health professionals and general practitioners have been described (Strathdee & Williams, 1984; Mitchell, 1985) and the effects of such attachments reported (Tyrer eta!, 1984; Brown eta!, 1988) . There are, however, few reports of the effect of a multidisciplinary team working in close collaboration with primary-care services. We set out, therefore, to develop such a service and to examine its effects on the care available to patients and the patterns of service use which resulted.
Community mental health team

Initiallythe team comprisedthree full-time members:
two community psychiatric nurses and one social worker. These were joined by a full-time occupational therapist after ten months and a clinical psychologist five months later. The team has an office and two interview rooms at a community health centre shared by health visitors, school nurses and other community health services. Patients are generally seen at this clinic, at their own homes or in the general practitioners' surgeries, but occasional use is made of other community facilities, such as a social-services day centre.
Members of the team work closely with 11 general practitioners working in three practices. The services of the team are available to patients aged from 16 to 65 registered with these doctors. All referrals to the team must come from one of these general practitioners or from the psychiatric services. Referrals to psychiatric services from agents other than the general practitioners have continued to be seen by the traditional service; the largest group of such referrals have been patients seen on medical wards following an episode of deliberate self-harm.
The team was initially slow to take on long-standing A new community multidisciplinary team basedin primary care is described and the experience of the first year discussed. The effect the team has had on the use of psychiatric services in its first year was studied. There was a threefold increase in the rate of inception to care, leading to a doubling in the prevalence of treated psychiatric disorder. There has been a reduction in the demands made on the hospital out-patient services, but no change in the use of in-patient resources or emergency contacts.
gradually transferred care of their patients with long term mental illness to the team during 1989and 1990.
The team approached the other consultants in early 1990 to ask if they would agree to the transfer of their long-term patients. Transferred patients then became the responsibility of one of the consultants involved with the team.
The team does not aim to replace the alcohol treatment unit or the other specialist services, and general practitioners are encouraged to continue to refer appropriate patients direct to these facilities.
However, there have been times when at least an initial assessment in the community has been appropriate and the only category of patients for whom referrals are consistently passed on are those with severe mental handicap.
The team operates from 9 a.m. to 5 p.m. on weekdays, and during these hours the team members rotate to provide an emergency â€˜¿ on call' system.
Urgent referrals are seen the same day, with the senior registrars providing emergency medical cover. Out of regular working hours, emergency referrals are seen by the hospital-based services. The pathway of referral and care is shown in Fig. 1 . The team's work is organised around the weekly allocation and review meeting. The full-time staff see patients at home, at the health centre or in the general practitioners' surgeries. The psychiatrists usually see patients at the weekly psychiatric clinics held in each practice but also do home visits or see patients in the health centre if appropriate. In two practices, primary-care team meetings are held: team members attend these meetings, together with health visitors, school nurses, midwives and others to liaise about patients and to offer support and advice to staff.
General practitioners may refer patients in four ways: the usual way is to refer patients to the weekly allocation meeting, but general practitioners may also refer patients direct to the psychiatric clinics, or to the â€˜¿ on call' team member for emergency assessment, or they may use the primary-care team meetings for consultation about patients before making a formal referral. After the first assessment, patients are discussed with the general practitioner in order to feed back the results of the assessment and to plan further involvement of the team with the case. The team members also discuss difficult ongoing cases with the general practitioners so as to coordinate management. The community psychiatric nurses provide support to the practice nurses who give depot injections. They have provided tuition in the administration of depot injections and advice on the organisation of the record-keeping and they follow up patients who default.
The weekly allocation and review meeting is central to the team's organisation. New referrals are discussed and allocated for assessment. All patients seen for their first assessment in the week before are discussed, a care plan is formulated and the case is allocated to a key worker. Further review of the patient is largely at the discretion of the key worker but patients in treatment for a long period or with chronic psychotic illness are reviewed regularly. The key worker is the principal carer and case manager, but the most disabled patients often receive care from several other team members. Although there is an overlap between the work done by the different team members, they have retained their professional roles, offering specifically the skills of their discipline.
In the first year most of the work with patients was done on an individual basis. As the team has developed, its style of working has become more varied: anxiety management courses are now offered, a range of services for patients with chronic psychoses has been built up, and contacts with other community based services have been developed.
The psychiatrists involved with the team carry out this work in addition to their pre-existing commitments within the established service. Although most of the first assessments are carried out by non medical staff, they are all discussed with a psychiatrist when the care plan is formulated and this plan may include an appointment with a psychiatrist. New assessments are recorded using a form developed jointly by medical staff and the team to ensure that essential information is routinely collected and recorded.
Patients needing in-patient care are admitted to the beds of the two consultants involved and team members regularly attend in-patient ward rounds. 
The service In Its first year
During the first year of the service (1989), the overall referral rate to the team was about 30 a month. The non-attendance rate at first appointments was 10%, which compares favourably with the 50Â°lo non attendance rate at the hospital psychiatry new out patient clinic over the same period. Average waiting time for non-urgent appointments was 10 days, compared with 35 days for a hospital out-patient appointment. Of the initial assessments, 65% were made at home, 15% at the community clinic and 20010in general practitioners' surgeries. Over two-thirds of new assessments (70%) were made by non-medical staff, and in 85% of cases the key worker was non-medical. However, about half the patients saw a psychiatrist on at least one occasion during their treatment. The diagnostic mix of key-workers' case loads in the initial year is shown in Fig. 2 . To avoid double-counting, patients who saw more than one staff member are shown in the case loads of their key workers only. All patients with psychotic illnesses were under regular medical review.
Issues arising from the first year's experience One criticism made of psychiatric services based in primary care is that they serve the â€˜¿ worried well' at the expense of the more severely ill patients normally seen by psychiatrists. In the first year, the team saw relatively few patients with severe chronic mental illness. This imbalance was partly because the team initially deferred taking on such patients until the staff group reached its full complement. There has, however, been a conflict for the staff between the demands for anxious and unhappy people with overwhelming social and domestic difficulties on the one hand, and the more formally ill but often less demanding patients on the other.
This conflict was addressed at the team review days. agencies, and a regular â€˜¿ rehabilitation' meeting to review the progress and care of patients with chronic illness.
Liaison with the established psychiatric services proved a difficult area. In spite of the team's efforts to provide information and its willingness to accept referrals from hospital staff, other consultant firms rarely used them as a resource. Even the junior doctors and non-medical staff working under the consultants involved with the team sometimes failed to refer eligible patients, tending to continue to arrange care themselves. The difficulties experienced by the team in this respect may in part have arisen because the scheme is a pilot project, set up, managed and funded separately from the rest of the hospital services; however, our experience suggests that the need for integration with existing services may need to be explicitly addressed in the planning of new community services if they are to be used to the full. The relationship between the team and the general practitioners and the style of the medical clinics has evolved over the year. At first the general practitioners were not convinced that the new team would represent an improvement over the existing service and were unsure about the benefits of psychiatric clinics held on their premises. The relationship has developed differently in each practice in response to the differing wishes of the general practitioners, and we would confirm Mitchell's (1985) experience that time to get to know each other and regular meetings are essential to the success of such a collaboration. In the practices which had regular primary-care team meetings, these provided a useful forum for consultation. The psychiatric clinics in the practices were initially limited to shifted out-patients (Strathdee & Williams, 1984) , but some of the general prac titioners have come to use them also as opportunities for consultation about patients whom they do not actually refer to the team. In some cases, a mixed style of working has evolved, combining elements from all three of the models described by Strathdee & Williams (1984) Effects on service use In the first year Reports of studies evaluating new community-based mental health serviceshave provided conflicting results on their effects on service use. It is likely that there are three main reasons for this. Firstly, the services reported have different objectives and organisations: some primarily aim to expand the availability of out patient services and so increase the prevalence of treated psychiatric disorder, while others are designed to provide an alternative to in-patient care and therefore aim to reduce the use of beds (Fenton et a!, 1972; Hoult & Reynolds, 1984; Dean & Gadd, 1990) . Secondly, many studies have not controlled for other concurrent changes in local services which also affect resource use, such as reductions in the number of beds or the establishment of other new resources (e.g. Hafner & Kiug, 1982; Tyrer et a!, 1984; see also Dowell & Ciarlo, 1983) . Thirdly, the cultural setting and pre-existing services vary between studies.
All the studies reporting the effect of extending out-patient services into community or primary-care settings have shown increased inception rates and prevalence rates of treated disorder. The effect on admission rates varies. Some studies report an increase in admission rates (Hafner & Klug, 1982; Giel, 1986; Walker eta!, 1989) , while services which are well coordinated with in-patient staff or which target patients presenting for in-patient care have been successful in reducing admissions (Fenton et a!, 1972; Weisbrod et a!, 1980; Hoult & Reynolds 1984; Tyrer et a!, 1984; Hansen, 1987; Dean & Gadd, 1990 ). Below we report the team's effect on the overall rates of use of mental health services and its effect on the established psychiatric services in 1989, its first year of operation.
Method
A prospective controlled study was set up comparing inception rates and service use by two matched populations in South Manchester. The study population was drawn from a large council estate in South Manchester which has no clear geographical divisions in terms of social and ethnic characteristics.The studygroupsweredefinedby random ising two matched groups of general practitioners to index and control. The index general practitioners and the patients registered with them (the index patients) were offered access to the newservicedescribedabove, in addition to retaining access to the established psychiatric unit. The control doctors and the people registered with them (the control patients) continued to use the existing psychiatric service, and had no access to the new service. The groups were matchedon the use of specialistmentalhealthservicesover the previousthree years, and on the general practitioners' opinions of the existing psychiatric services and their estimates of the number of cases of depressive illness they saw, obtained by means of interviews carried out with them before the study. Each study group included 11 general practitioners, working in three index practices and four control practices.The total populations were 19358in the index group and 20934 in the control group, giving populations in the target age group of 17â€"64 years of 11961 and 13 537 respectively.
The established service available to both study groups is based in a psychiatric unit in a teaching hospital. In addition to the general adult, child and old age psychiatry, and an alcoholism treatment unit, there were a number of specialist clinics run on a sessional basis including forensic, psychosexual, drug and adolescent psychiatry. In 1989 both index and control general practitioners could refer to any of the ten consultants working in the unit, to the community nursing service, to the psychology department or to social services. However, none of the teams in the established service worked together in a fully integrated way. The community psychiatric nurses provided a limited outreach into primary care, with some practices having a nurse from the psychiatric department attached to their surgery. The psychology department offered clinics in local health centres but these were not coordinated with primary care. The local social services were reorganised at the same time as the community psychiatric team was established. This resulted in the withdrawal of social workers from the psychiatric unit and the formation of a mental health team based in the offices of the area social services. The data collection on hospital referrals was updated daily by checking all points of contact with the service and entering all contacts on to a computerised research register and databases of resource use. Every emergency or â€˜¿ out of hours' contact by a patient on the lists of a study general practitioner was recorded, either from the medical records or directly from the professional who saw the patient. Information on the use of in-patient and day-patient facilities was collected by reviewing the admission and discharge books and then cross-checking with individual ward books and patients' medicalnotes. Out-patient data were collected by daily checking of the notes of all patients attending the out-patient department. Data on referrals to the community team were collected from a computerised register at the team base, on to which details of all referrals to the team were entered at the time of inception into care.
The diagnoses recorded were the clinical diagnoses made by the psychiatrist responsible for the patient as entered in the medical notes. (Some comparison of these with research diagnoses will be available later in the study.)
The statistical analyses were done using the Statistical Package for the Social Sciences (SPSS, 1988) and CIA,a program for carrying out confidence analysis on personal computer (Gardner et a!, 1989) . The significance of differences between the study groups was established by analysis of confidence intervals (Gardner & Altman, 1984) .
Results
Prevalence and inception rates
For the purpose of this study, inception was defined as the start of an episodeof care for a patient who had not been in contact with any psychiatric services during the previous 12months. Therefore transfer of a patient to the new team from the existing service was not counted as an inception to care.
The total inceptionrate (Table1)in the indexpopulation was three times that in the control population (P<0.01), and the total prevalenceof treated disorder in the index group more than twice that in the control group (P<0.01).
Theexcessin the indexgroupwasaccountedfor by referrals to the new community team, because the inception rate of index patients to hospital-basedadult servicesfell to half that of the control group (P<0.0l). The inception rates to the child and old age psychiatry services did not differ between the index and control groups.
The higher rates of inception into care of index patients wasapparentacrossthe fullspectrumof psychiatricdisorder (Fig. 3) but was marked for the less severe diagnoses. The inception rate of depressive illnessesin the index group was over four times the rate for the controls (P< 0.01). The rate of inception into care of patients with mania and schizophrenia in the index group was 1.7 times the rate in the control group but this just failed to reach significance at the 5% level. Further examination of the case notes of the index patients with mania and schizophreniashowed that all but one of them had active psychotic symptoms at the time of referral.
Few patients with anxiety disorders and adjustment reactions were referred to the hospital service, but a substantial number of such patients were seen by the community team (P<0.0l).
Even though the team did not offer an alcohol treatment service, the inception rate of cases of alcohol abuse in the index group was 1.5 times that in the control group (P <0.1), and a substantial proportion of these patients were seen by the new service. The higher inception rates have led to higher prevalence rates of treated disorder for those diagnoses with high referral rates (Fig. 4) . The prevalence of depressive disorders in the index group is three times the control level, for anxiety states and adjustment disorders the prevalence is six times the control level, and for substance abuse 1.5 times the control level. The prevalence rates for psychotic illnessesare similarinthetwogroups.(Theslightlylowerabsolutenumber of patients in the index group gives rise to a slightly higher rate because of the smaller size of the index population.)
The history of psychiatric care of the inceptions to care in 1989 are summarised in Table 2 . Most of the extra referrals in the index group are patients who are new to Table 1 Inception and prevalence rates per 1000 population at risk (excludes children and people of 65 or over1)
..P<o.o1.
1. Rates are age-specific: the denominator used is the number of people in the age range 16â€"65.
2. An inceptionto care is definedas the start of an episodeof care for a patient who has had no contact with psychiatric servicesover the preceding 12 months. be expectedto be directlyaffected by the presenceof theInceptions in the two groups differed in their socioteam. The second category comprises those services to whichdemographic profile (Table  3) . There were more women, the team provides no alternative and which are thereforemore people living with a partner and more employed unlikelyto be directlyaffectedby it: referralsfrom casualtypeople in the index group than in the control group.
GROUP NUMBER OFCASES SEEN RATES PER RATIO
and medical wards and all out-of-hours referrals. WeThe mean (s.d.) agesof the two groups were37 (13)years examinedthe numbersofinceptionspresentingto these twoand 36 (14) years, respectively.
groups of services and the percentage who were admitted (Table  5) . A much higher proportion of the patientspresenting to the latter group of services was admitted. TheEffect on the existing services new team provided the first psychiatric contact for 84Â°!.
of all mceptions in the mdex group (255 patients), but onlyThe number of patients usingthe out-patient departments for 3707. of the inceptionswhowereadmitted(11 patients). (Table   4 ) was lower in the index group (P<0.Ol). However, For 11'!. of all inceptions (36 patients) but 5101. ofthere were no differences in the use of in-patient facilities, inceptions who were admitted, first presentation was toand the apparent reduction in the use of the day hospital services which the team did not provide.was not significant at the 5070level. There were also no
The lower rate of referral of index patients to the out differences in the rates of emergency contacts or in patient department was seen in patients referred by theparasuicide rates.
general practitioners to the general out-patient clinicsWe separatedthe typesof serviceto whichpatients first (Table6). Rates of referral by other agenciesand referralpresented into two categories. The first includes those to to the specialist clinics were similar in the two groups. 1. Thecategoriesof serviceusearenot mutuallyexclusiveandthereforepatientswho haveusedseveraltypes of serviceappearin several counts. An unduplicatedcount of patients is shown on the bottom line.
2. An item of service is one of the following: one in-patient bed day; one day attendance at the day hospital; one attendance at out patients; or one casual contact.
3. Casualcontacts include ward consultations, contacts in casualty and at the reception of the psychiatric unit, and domiciliaryvisits.
general out-patient services, whereas during the same period they referred 291 new patients to the community team.
Discussion
Previous studies have repeatedly shown that only a small proportion of patients presenting to their general practitioners with psychiatric disorder are referred on to secondary care (Shepherd et a!, 1966; Goldberg & Huxley, 1980 , 1992 , and that the patients who are not referred include many with severe psychiatric disorders which remain undiagnosed or for whom treatment is inadequate or delayed (Johnstone et a!, 1986; Blacker & Clare, 1987) . Provision of the new team resulted in an increase by a factor of four in the rate of new referrals with depressive illness and also an increase in the referral of patients with psychotic illnesses, almost all of whom had active psychotic symptoms on referral. This suggests that the team was extending the availability of specialist care to patients in the community with severe mental illness who would previously not have received care from mental health services. This result is consistent with the findings of other studies of services providing a community extension of out-patient services (Hafner & Kiug, 1982; Tyrer et a!, 1984; Wooff et a!, 1986; Powell & Lovelock, 1989) .
The greatest increase in referral rate was of patients with relatively mild psychiatric disorders and it is possible that many of these patients would have done just as well with treatment from their general practitioner alone. However, neurotic dis order in general practice does entail high costs in general practitioner's time and in lost productivity (Croft-Jeffries & Wilkinson, 1989) , and the avail ability of specialist help to general practitioners in the management of these patients may be cost effective. There is a need for randomised controlled studies to investigate which groups of patients might benefit and what types of intervention are most cost
effective. An increase in the referral of patients with minor disorder is to be expected when psychiatric services expand in the community and this should be anticipated in the planning phase of new services when target groups and priorities for resources are being decided (Patmore & Weaver, 1990a ; Sayce eta!, 1991). of such coordination, no effect on admissions was found. The lack of integration of the new team with the established service may therefore have contributed to the lack of effect on admission rates.
However, the admission rates in Hansen's service were higher in both index and control groups than those reported here. Tyrer et a! (1984) in Nottingham showed a 20% reduction in admissions in the study group which was offered psychiatric clinics in general practices. The reported admission rates fluctuated considerably over the study period, and the reduction in admissions was not seen until the second year of the study, coinciding with the opening of new day-hospital services. Tyrer et a! point out that the group with the general practitioner clinics made heavier use of the new day service, raising the possibility that it was the combination of the general-practice clinics and the increased availability of day care which led to the greater reduction in admissions rather than the clinics alone. Shorter admissions were reduced but longer admissions in the general-practice group actually increased, so the effect on overall use of in-patient resources is unclear. Although there was a greater reduction in admissions in the group receiving the new service than in the control group, the absolute rate remained higher in the experimental group throughout. They suggest that there is â€oe¿ a bedrock of illness which will always need in-patient care however comprehensive the community resourcesâ€•. While community-based services are becoming central to the delivery of mental health care in Britain, it may be that in many cases it will not be possible to finance the expansion of these services by savings on in-patient costs, and that there will be a need for the real input of new resources.
The service has reduced demands on hospital based out-patient and day services. Most of the referrals still coming to the out-patients department from the index population have either been referred by an agent other than their general practitioner or were seen by the specialist services which the team does not seek to replace. The low level of referral to the general hospital out-patient department by the index general practitioners indicates their satisfaction with the new service. Table 6 Inceptions referred to the out-patients department in each study group
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